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ABSTRACT: Depression is a common disease among young and older adults. Although it can be treated, 

non-adherence is very common among individuals of different ages. The aim of the present paper is to review 

and summarize research findings regarding depression among young and older adults, with a special focus 

on the phenomenon of treatment non-adherence among young and older adults with depression. The first 

section of the review focuses on describing the characteristics of depression in young and older adults. The 

second section focuses on treatment non-adherence of young and older adults, the prevalence of this 

phenomenon, and its consequences. The third section focuses on several factors (illness beliefs, treatment 

beliefs, self-stigma, and self-esteem) that were identified as having a significant association with treatment 

non-adherence of individuals with depression, with special attention focused on age differences. Results of 

the review of the literature reveal that research in the area of depression treatment non-adherence and its 

predictors among young and older adults has received, to date, very minor and limited attention. Thus, there 

is a need to expand the current body of knowledge and promote future interventions geared towards the 

unique characteristics of depression among young and older adults, in order to increase their treatment 

adherence. 
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Depression is one of the most common mental health 

problems in young and older adults. According to the 

World Health Organization (WHO), 350 million people 

around the world suffer from depression, representing 

around 20% of the population (www.who.int/mental_ 

health/management/depression/who_paper_depression_

wfmh_2012.pdf.). Depression has recently been defined 

as the fourth cause of disability worldwide, and it is 

projected to become the second leading cause by 2020 [1]. 

There are several types of depressive disorders.  

According to the Diagnostic and Statistical Manual of 

Mental Disorders, Fourth Edition, Revised (DSM-IV-R) 

[2], the criteria for major depression include five of the 

following symptoms present for a period of two weeks— 

depressed mood, loss of pleasure in most activities, 

weight loss or gain, insomnia or hypersomnia, 

psychomotor agitation, fatigue, feelings of worthlessness, 

guilt, impaired concentration, and suicidal ideation.  

Symptoms of minor depression include depressed mood 

during most days for a period of two years and at least two 

of the following symptoms: poor appetite or overeating, 
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insomnia or hypersomnia, low energy or fatigue, low self-

esteem, poor concentration and feelings of hopelessness. 

Over the last years, probably as a consequence of the 

increase in the number of elderly persons worldwide 

(www.aging.senate.gov/crs/pension34.pdf) [3], we have 

witnessed increased attention in the study of depression 

among the older population. Researchers in the area have 

concentrated on examining a variety of topics including 

prevalence, possible treatment trajectories, and 

consequences of depression in elderly persons [3-7]. 

Although overall results demonstrate that depression has 

essentially different etiologies, symptom profiles, 

prognoses and treatment implications [8-10], in older 

populations in comparison to younger populations, no 

clear consensus regarding these differences has been 

attained. Moreover, one of the most significant issues in 

the area of depression – the problem of treatment non-

adherence in young and older persons with depression, 

still awaits further clarification. 

The aim of this paper is to review and summarize 

research findings regarding depression among young and 

older adults, highlighting age-related differences, with a 

special focus on the phenomenon of treatment non-

adherence among young and older adults with depression. 

It is not intended to be either an exhaustive or systematic 

review, but to discuss and focus on several important 

issues associated with age-related differences in 

depression. The paper starts with an overview of the 

characteristics of the disease (such as prevalence, 

symptoms, and risk factors) in young and older adults. It 

continues with an examination of the studies conducted in 

the area of treatment non-adherence in young and older 

adults, and concludes with a discussion of practical 

implications and directions for future research. 

 

Characteristics of depression in young and older 

adults 

 

Prevalence of depression in younger and older adults 

 

The estimated prevalence of major depression is 19.4% 

among persons aged 18-34, 22.7% among persons aged 

35-49, and 20.7% among persons aged 50-64 [11]. 

Depression is also very common among older adults, and 

is considered the most prevalent mood disorder in old age 

[12]. The estimated prevalence of major depression in 

persons aged 65 and over is 9.8% [11], although it varies 

according to dwelling place, with rates ranging from 0.9% 

to 9.4% in community-dwelling elderly, and from 14% to 

42% among institutionalized elderly [13]. 

 

Symptoms of depression in young and older adults 
Although several researchers argue that there are no 

significant differences between the symptoms of young 

and older adults with depression [14, 15], the majority of 

the research suggests that the presentation of symptoms is 

different in both groups, and identifies symptoms unique 

to older adults. For example, older adults tend, less than 

younger adults, to express cognitive-affective symptoms, 

such as dysphoria, and instead their depression is 

expressed in terms of psychosomatic complaints, loss of 

interest in personal care, worry and nervousness, and an 

inability to derive pleasure from life [16].  Another 

distinct presentation of depression in the old population is 

termed "depression-executive dysfunction syndrome", 

expressed by impaired cognitive functioning, such as 

impaired verbal fluency, and often in psychomotor 

retardation [8,17]. 

 

Risk factors of depression in young and older adults 
 

Another unique attribution of late life depression is its 

prevalence as a comorbidity factor. Indeed, comorbidity 

is considered a major cause of depression in older adults 

[18-20], where any serious chronic condition may serve 

as a catalyst to the development of depression [21].  

Studies have consistently shown that depression is 

prevalent among older populations suffering from other 

medical conditions, such as heart conditions [22], stroke 

[23], and Alzheimer's disease [24]. Anxiety disorder and 

sleep problems, common risk factors of depression in all 

age groups, are more significant in older adults, probably 

as a result of their increased prevalence in old age [25, 

26]. 

Other risk factors associated with late life depression 

include social situations and, specifically, bereavement 

and caregiving. Although bereavement was found to triple 

the risk for depression among older adults [27], its effects 

on middle-aged adults is even more prominent [21, 28].  

Caregiving is an additional risk factor for depression in 

later life, especially since older adults and elderly persons 

are often required to provide daily assistance and care to 

a disabled spouse or parent [29, 30]. Inadequate social 

support (that is, insufficient or excessive support), as well 

as unfavorable socioeconomic status, are also unique risk 

factors related to depression in old age [21]. 

 

Suicidality in young and older adults 
 

Another noteworthy difference between older and 

younger populations suffering from depression concerns 

the relationship between depression and suicidality, 

although the findings regarding this relationship are not 

consistent. On the one hand, numerous studies found that 

suicide rates are higher among older adults, [12, 19, 31, 
32], and suggest that age-related losses, both social and 

medical, are the main reasons for this worrisome 

phenomena [33]. However, on the other hand, several 

http://www.aging.senate.gov/crs/pension34.pdf
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studies suggest that younger depressed persons (under 

30), rather than older depressed persons, express higher 

suicidality in response to the development of the disease 

[34-38]. These differences are attributed to the financial 

and career-related costs of severe illness among the 

younger population [34]. 

In sum, depression is a serious public health problem 

for all age groups, and although it can be effectively 

treated [39-41], many patients suffering from depression 

do not adhere to treatment [42, 43]. In the next section, we 

will review the literature on depression treatment non-

adherence, with special attention given to differences 

between young and older adults. 

 

Depression treatment non-adherence among young 

and older persons 

 

Treatment non-adherence can be expressed in several 

ways, such as dropping out of therapy before the goals 

have been achieved, lack of consistency in arriving to 

scheduled therapy meetings, non-adherence in obtaining 

prescriptions, in taking the prescribed medicine, or in 

following medical instructions (www.bhrm.org/ 

guidelines/stigma.pdf) [44-45]. 

Treatment non-adherence bears major personal and 

social costs. At the personal level, non-adherence has 

obvious negative consequences for the depressed person's 

quality of life, daily functioning, and the ability for self-

care [46-48]. Non-adherence can also lead to deterioration 

in one’s mental health status and to relapses into 

depression [44, 49]. At the social level, treatment non-

adherence is associated with increased costs, mostly due 

to indirect expenses – such as a loss of productivity 

resulting from absenteeism and early retirement [50]. 

Given these deleterious consequences, it is of utmost 

importance to understand the phenomenon of depression 

treatment non-adherence and to examine whether young 

and older adults differ in their characteristics regarding 

non-adherence. 

 

Prevalence of treatment non-adherence in young and 

older adults with depression 

 

Estimates of non-adherence vary widely, ranging from 

13% to 52% over the course of a lifetime [51-54]. This 

great variance is possibly a result of differences in the 

methodology used to assess treatment adherence, 

including clinician estimation, patients' self-report, pill-

counting, estimation of drug blood levels, metabolite or 

tracer substance, and the use of electronic monitoring 

systems that record pill dispensing [55]. Despite this 
variability in estimations, it is clear that non-treatment 

adherence is a serious clinical and public health challenge 

among younger and older adults with depression. 

Empirical results comparing depression non-

adherence in young and older adults vary among studies. 

On the one hand, several studies found that older adults 

with depression tend to adhere less to treatment in 

comparison to younger adults, probably as a result of their 

increased comorbidity and multipharmacy, and the 

experienced side effects of the medications taken [56, 57], 

as well as because of the prevalence of cognitive and 

functional impairment in elderly patients. On the other 

hand, there is evidence that treatment non-adherence is 

more common among younger patients [43, 58]. For 

example, Ackincigil and her colleagues (2007) examined 

treatment adherence among 4,312 patients with 

depression (aged 18 and over) and found that the younger 

age group was associated with lower adherence rates. A 

similar trend was found in a recent study including 4,349 

persons with depression aged 18 – 70+ [59]. These 

findings might be associated with the greater life 

experience of older adults, which might contribute to their 

understating of the importance of treatment adherence. 

Due to the contradictory findings regarding age 

differences in treatment non-adherence, and the 

importance of adherence in order to achieve satisfactory 

results, it is important for future studies to continue to 

explore this area of research. 

 

Predictors of treatment non-adherence among young 

and older adults with depression 

 

The prevalence of depression treatment non-adherence 

and its negative consequences have produced an extensive 

body of research aimed at identifying predictors of non-

adherence, in order to suggest possible solutions. 

However, only a few factors have been identified as 

affecting adherence to treatment for depression. A recent 

review, published by the World Health Organization 

(2003) and covering 287 studies published between 1990 

and 2001, found that therapy-related factors (such as high 

dosage frequencies and the co-prescribing of 

benzodiazepines) were the main factors decreasing 

adherence. Other factors included poor health education 

and psychiatric co-morbidity. 

Due to the difficulty in identifying objective factors 

(such as socio-demographic factors) affecting adherence 

to depression treatment, recent research has concentrated 

on examining patient-related factors, such as beliefs and 

attitudes [52]. In the following section, we will briefly 

describe findings regarding these correlates, and discuss 

the few studies assessing the impact of age on these 

factors. More specifically, findings regarding the 

influence of illness beliefs, treatment beliefs, self-stigma, 
and self-esteem on treatment adherence of persons with 

depression will be described. 

 

http://www.bhrm.org/%20guidelines/stigma.pdf
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Illness beliefs 

 

Illness beliefs or illness representations, defined as beliefs 

about the symptoms, causes, controllability, 

consequences, and the timeline of a specific disease, were 

identified as an important factor influencing treatment 

adherence in the area of depression. Prins, Verhaak, 

Bensing and Van-der-Meer [60], in a systematic review of 

71 studies examining health beliefs regarding anxiety and 

depression, described the importance of illness beliefs 

(including identity, causes, time-line, consequences, 

control and perceived need) for the understanding and 

treatment of the disease. 

Regarding the association between illness beliefs and 

non-adherence, several studies showed that patients' 

beliefs regarding their ability to control the disease 

predicted their treatment adherence, with those who 

believed that control over depression can be achieved by 

turning to external factors (i.e. turning to professionals for 

treatment), presenting a higher tendency to adhere to 

treatment [61, 62]. Additionally, Adams and Scott (2000), 

in a study assessing illness beliefs among 27 persons with 

affective disorders (mean age = 48),  found that 

individuals who believed that their depression was more 

severe tended to present higher levels of adherence to 

treatment than those who believed that their illness was 

relatively mild. 

Other beliefs found to be associated with treatment 

adherence include beliefs about the causes and treatment 

for depression. For example, two qualitative studies 

conducted with individuals with depression showed that 

knowledge and awareness about the disease [63, 64] were 

associated with increased treatment adherence. Similarly, 

a quantitative study conducted with 95 veterans (78% 

aged 25 – 64 and 22% aged 65+) prescribed with 

antidepressant medications showed that the belief that the 

efficiency of the treatment is conditioned by personal 

adherence was related to higher treatment adherence [65]. 

It should be noted that although these studies included 

both young and older patients with depression, the role of 

age in the relationship between illness beliefs and 

treatment adherence was not specifically examined. 

Future studies should be conducted to further examine 

whether the relationships between illness representations 

and depression treatment adherence is conditioned by age. 

 

Treatment beliefs 

 

In addition to beliefs about the disease, patients' beliefs 

regarding the treatment of their disease were identified as 

an additional factor associated with treatment adherence 
of individuals with depression. The treatment beliefs 

examined in the literature included specific beliefs 

regarding the necessity of the medication and concerns 

about the negative effects it might have, as well as general 

beliefs, such as concerns about the way physicians use 

medications and beliefs that medication is harmful [66]. 

Overall, a large number of quantitative studies examining 

these beliefs consistently showed that patients’ positive 

attitudes toward medication were associated with 

increased adherence treatment, either directly[53, 62, 66-

70] or indirectly, through the impact on physician-patient 

communication style [71]. 

Similar to the examination of age-related differences 

in the area of illness beliefs and non-adherence, research 

regarding possible differences between older and younger 

populations in the relationship between treatment beliefs 

and depression treatment adherence is extremely scant. 

Aikens and his colleagues (2008), in a study including 165 

persons with depression (mean age = 35), found that 

beliefs about the necessity of the treatment, which led to 

higher treatment adherence, were positively associated 

with older age [72]. Despite the importance of this study, 

it should be noted that the participants' age ranged from 

27 to 44, and older adults were not included in the study. 

 

Self-stigma and perceived stigma 
 

Self-stigma is defined as "the prejudice which people with 

mental illness turn against themselves" [73]. A recent 

meta-analysis of 127 studies showed that high levels of 

self-stigma are associated with negative effects, such as 

low levels of hopefulness, self-esteem, self-efficacy, 

quality of life and social support, as well as with increased 

levels of psychiatric symptoms and treatment non-

adherence [74]. 

In addition, perceived stigma, defined as the 

individual's perception regarding others' stigmatized 

views and negative responses towards people with mental 

health problems [75], was found to be associated with 

decreased treatment adherence. Moreover, this 

association was also examined among young and older 

adults with depression. For example, in a study of 92 

persons with depression, aged 18 and older, it was found 

that although young patients (below 65) perceived a 

higher level of stigma than older patients (65 and older), 

perceived stigma predicted treatment discontinuation only 

among older adults [76]. Although these findings suggest 

that age may have a significant effect on perceived stigma, 

self-stigma, and the relationship between these and 

treatment adherence, further research is needed to 

elucidate these relationships. This is especially important 

in light of the findings of Roeloffs et al., suggesting that 

younger patients (17–34 years of age) are less concerned 

about the effects that stigma might have on future 
employment than older patients  [77]. 
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Self-esteem 

 

Self-esteem reflects a person' perceptions about himself, 

his accomplishments and capabilities. High self-esteem is 

considered an important component of mental health, 

whereas low self-esteem and feelings of worthlessness are 

common depressive symptoms [78]. 

Self-esteem was shown to fluctuate as a function of 

age, with older adults over 60 reporting lower levels of 

self-esteem in comparison to adults (aged 30 to 60 and 

over) [79].  However, surprisingly, the relationships 

between self-esteem and treatment adherence in older and 

younger persons with depression have received limited 

research attention and the few studies that examined these 

relationships included, to the best of our knowledge, only 

young adults with depression [80, 81]. These studies 

found that self-esteem has a significant effect on treatment 

adherence, such that higher levels of self-esteem were 

associated with higher levels of adherence to psychosocial 

treatment. Future studies should explore these 

associations in older samples of persons with depression. 

 

Conclusions and future directions 
 

As outlined in this review, although effective treatments 

for depression are available, many young and older adults 

suffering from depression fail to adhere to treatment. 

Since treatment non-adherence has important individual 

and social implications, and considering the research 

findings regarding differences in the etiological 

characteristics of depression between young and older 

adults, we strongly believe there is an urgent need to 

expand the existing body of knowledge in the following 

areas: 

 

Prevalence of non-adherence among young and older 
adults 

 

Due to inconsistent findings about the prevalence of the 

non-adherence phenomenon among younger and older 

patients with depression, additional studies are required to 

assess these differences. It is recommended that in order 

to allow prospective inferences and cross-national 

comparisons, studies will be based on nationally 

representative samples. Additionally, longitudinal panel 

studies should be conducted in order to shed light on the 

development of depression and treatment non-adherence 

across time, and help explore individual trajectories 

which, in turn, could help develop specific intervention 

plans more finely-tuned to the needs of specific 

populations. 
 

Relationships between illness beliefs, treatment beliefs 

and treatment non-adherence 

 

Further future studies are required to examine the effect 

of age on the relationships between illness and treatment 

beliefs and treatment non-adherence among younger and 

older adults with depression. 

 

Relationships between self-stigma and treatment non-
adherence 

 

It is important to examine whether the relationships 

between the entire self-stigma process (not only perceived 

stigma) and treatment non-adherence of young patients 

with depression differ from such relationships among 

older adults. 

 

Relationships between self-esteem and treatment non-

adherence 
 

Knowledge regarding the influence that self-esteem has 

on medication treatment adherence should be examined 

among young and older adults with depression. 

Furthermore, the way in which self-esteem influences 

psychosocial treatment adherence has not been examined 

so far among older adults with depression, despite the fact 

that many older adults suffer from depression as well as 

lower levels of self-esteem, in comparison to their 

younger counterparts. Therefore, there is a need to 

develop this area of research. 

In sum, as the efforts to curb the increasing 

prevalence and the negative consequences of depression 

worldwide are expanding [1], a more thorough 

understanding of the factors affecting adherence to 

depression treatment is needed. Since, as shown in this 

review, differences in the characteristics of the disease 

between younger and older adults clearly exist, the 

examination of these factors in the context of treatment 

non-adherence should take into account age-related 

differences. Only after this knowledge has been attained 

through sound methodological studies, can clinical, 

educational and psychosocial interventions - geared to 

meet the unique characteristics of younger and older 

adults treated for depression - be developed. 
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